Alcohol Behavioral Couple Therapy (ABCT) is an efficacious treatment for alcohol-use disorders. Coding treatment integrity can shed light on the active ingredients of ABCT, but there are no published studies of treatment integrity instruments for ABCT. The present study describes the development and initial reliability of the Treatment Integrity Rating System-Couples Version (C-TIRS) for ABCT.
(Addict Disord Their Treatment 2016;15:74-84) BACKGROUND Alcohol-use disorders create many negative consequences to physical health and interpersonal relationships. 1, 2 Marriages, where 1 partner has an alcohol-use disorder are 4 times more likely to dissolve than marriages where neither partner has an alcohol-use disorder. 3 Alcohol-use disorders are associated with poorer relationship satisfaction, 4 greater marital conflict, 5, 6 and greater rates of intimate partner violence. 7 These negative consequences, in turn, are associated with alcohol relapse. 8, 9 Spouses of individuals with alcohol-use disorders also experience negative repercussions, including greater rates of mood and anxiety disorders and poorer physical health. 3 Given the significant impact of alcohol-use disorders on couples' relationships, individuals with alcohol-use disorders and their spouses may benefit from treatments that simultaneously address both drinking and the intimate relationship.
Alcohol Behavioral Couple Therapy (ABCT)
Research has shown ABCT, a cognitive-behavioral treatment (CBT) that engages identified patients (IPs) with alcohol-use disorders and their significant others (SOs), leads to more days of abstinence and higher relationship satisfaction than individual-based treatment. [10] [11] [12] ABCT is manual guided and is hypothesized to facilitate better treatment outcomes through enhanced relationship satisfaction and improved IP and SO skills for maintaining abstinence 13 ; however, the specific therapist behaviors that are most helpful in producing behavioral changes (ie, active ingredients) are not well understood.
Using treatment integrity measures to better understand active ingredients could facilitate improved treatment delivery, for example, by focusing more squarely on active ingredients (increasing efficacy) and achieving improvement over fewer sessions (increasing efficiency). Treatment integrity measures also could help monitor the success of training efforts with clinicians, who often do not treat alcohol-use disorders within a behavioral couple therapy framework despite the potential for increased client benefit. 14 To this day, clinical trials continue to test the efficacy of ABCT, [15] [16] [17] and there is a need for adequate measures of treatment integrity to assess whether ABCT was delivered as intended (ie, to assess internal validity).
Integrity in Alcohol Treatments
Treatment integrity is conceptualized as the degree to which a treatment is implemented adequately and as intended. 18 Thus, measuring treatment integrity requires an assessment of both the degree to which specific treatment components were present (ie, quantity of treatment) and the appropriateness or skillfulness of the delivery (ie, quality of treatment). Although there is a lack of treatment integrity measures developed specifically for ABCT, multiple treatment integrity measures have been developed for individual alcohol treatment. [19] [20] [21] [22] Because ABCT is largely based on a CBT model of alcohol treatment, the treatment integrity measure described in the present study was conceptualized as an extension of existing treatment integrity measures for individual-based CBT.
Treatment Integrity in CBT for Alcohol-Use Disorders
Carroll et al 20 developed the MATCH Tape Rating Scale to assess treatment integrity and discriminability for CBT compared with Motivational Enhancement Therapy and Twelve-Step Facilitation in a multisite randomized clinical trial of individual-based alcohol treatments. 23 Treatment manuals were used to guide the development of Likerttype items to assess the quantity (but not quality) of the delivery of hypothesized active ingredients for each treatment. Coding manuals were developed through an iterative process, and confirmatory factor analysis indicated good fit for a 3-factor model that corresponded to the 3 treatments. The CBT factor, which formed the basis for many items in the measure used in the present study, included items assessing therapists' review of homework, skill training (eg, coping with cravings, addressing interpersonal difficulties), reviewing high-risk situations, and relapse prevention. Interrater reliability for the CBT factor was modest [intraclass correlation (ICC) = 0.46] and internal reliability was adequate (Cronbach a = 0.70). Carroll et al 24 modified the instrument into the Yale Adherence and Competence Scale, which yielded separate quantity and quality ratings of therapist behaviors thought to be common across addiction treatment modalities. The modified measure demonstrated excellent interrater reliability for quantity and quality CBT-component scales (ICCs = 0.88) in an alcohol-use and cocaine-use disorder treatment trial consisting of CBT, 12-step facilitation, and medication management.
Morgenstern et al 21 later used the original MATCH Tape Rating Scale and a modified version of the instrument, the Improving Addiction Counseling through Technology Transfer Tape Rating Scale, to evaluate CBT adherence among community-based substance use treatment providers who received 1 week of CBT training. Each instrument was modified to assess both the quantity and quality of treatment components. Interrater reliability was high for quantity and quality items, with median ICCs around 0.85. In summary, a small number of instruments have assessed individual-based CBT treatment integrity for almost 2 decades with ''fair'' to ''excellent'' interrater reliability. 25 We are only aware of 1 treatment integrity rating system for general (non-alcohol-focused) behavioral couple therapy, which was used to distinguish traditional behavioral couple therapy from integrative behavioral couple therapy in 2 clinical trials. 26, 27 The measure consisted of 17 Likert-type scale items assessing the use of changefocused interventions (characterizing traditional behavioral couple therapy) or acceptance-focused interventions (characterizing integrative behavioral couple therapy). The items had high interrater reliability (ICCs = 0.74 to 0.95) and were able to distinguish the 2 treatments; however, detailed psychometric analyses of the instrument have not been reported. To our knowledge, there has been little or no additional work published work on behavioral couple therapy treatment integrity rating systems more generally. Further, there are no published coding systems that assess treatment integrity for ABCT, which includes SO-specific and couplespecific treatment components not assessed in existing measures. This gap may be due to the complexity of couples' treatment, the relative recency of research on active ingredients, and the time-intensive and cost-intensive nature of developing and testing treatment integrity measures. It is for precisely these reasons that the development and testing of treatment integrity measures is warranted.
The Present Study
The aim of the current study was to develop and test a treatment integrity rating system for use with ABCT. It was hoped that developing such a rating system could inform subsequent research, including research on active ingredients of ABCT, and could provide a model for developing rating systems for non-alcohol-focused behavioral couple therapies. The present report describes the development of the Treatment Integrity Rating System-Couples Version (C-TIRS), provides an overview of the scale content, reports descriptive statistics and psychometric properties, and discusses recommendations for further improving treatment integrities in couple therapies.
MATERIALS AND METHODS

Participants
IP and SO participants were enrolled in one of 4 randomized clinical trials of ABCT, referred to here as the Program for Alcoholic Couples Treatment, 28 Men's, 29 Women's I, 11 and Women's II 30 studies. In total, 218 heterosexual dyads were included in the original studies, and 188 had at least 1 first-treatment session (n = 169) or midtreatment session (n = 115; session 9
for Women's II, session 8 for all other studies) used in the present analysis. Reasons for missing recordings included dropping out of treatment (65 sessions), sessions not being recorded or missing from the archive (60 sessions), inaudible or very poor audio quality (22 sessions), and other reasons (5 sessions). Sessions were more commonly unavailable for the Men's study compared with others, w 2 1 = 5.96, P = 0.01, largely due to a greater rate of missing and inaudible tape recordings.
The Women's I and Women's II studies recruited female IPs, the Men's study recruited male IPs, and the Program for Alcoholic Couples Treatment study recruited both male and female IPs. Across all studies, IPs met criteria for DSM-III or DSM-IV 31,32 alcohol abuse or alcohol dependence and had consumed alcohol within 30 to 60 days before the initial screening. Exclusionary criteria included current drug dependence with physiological dependence, current psychotic disorder, or significant cognitive impairment. Couples in which the SO had an alcohol-use disorder were excluded in the Program for Alcoholic Couples Treatment and Men's studies. All of the couples were in committed heterosexual relationships and both partners were willing to come to treatment. Couples were recruited from the community primarily through newspaper advertisements and other treatment agencies. All participants could receive up to 12 to 20 ABCT sessions (depending on the study) that were 90 minutes long. Inclusion criteria, recruitment procedures, structure of treatment, and therapist training are further detailed in Supplemental Digital Content 1 (Table S1, http://links.lww.com/ADTT/A5).
Of the 188 dyads, 37.8% came from Men's (n = 71), 27.1% from Women's II (n = 51), 25% from Women's I (n = 47), and 10.1% from the Program for Alcoholic Couples Treatment (n = 19). Mean IP age was 43.5 (SD = 10.3) years and 54.3% of IPs were female. Mean SO age was 44.1 (SD = 11.4) years. Most dyads were married (85.1%); the remainder were cohabitating but unmarried (7.4%), in a committed relationship but not cohabitating (3.7%), separated (2.7%), or unknown (1.1%). Most IPs and SOs were white (91.5% and 79.8%, respectively), and the second most common race was black/African American (4.3% and 3.7% for IPs and SOs, respectively).
Treatments
The 4 original clinical trials included the same overarching ABCT components: (a) individual CBT to improve IP coping skills and abstinence self-efficacy; (b) unilateral family therapy to help SOs implement behavioral strategies to reduce IP drinking and appropriately respond to IP alcohol use if it occurred; and (c) behavioral couple therapy to attenuate relationship distress and improve relationship satisfaction and communication. 13 The treatment protocols in the present study also emphasized the importance of common factors such as building rapport, continuity between sessions, empathy, and support for client efforts. Additional details about the treatment protocols are available in Supplemental Digital Content (Tables S1 and S2, http:/ /links.lww.com/ADTT/A5 33 ).
The C-TIRS
The C-TIRS used in the current study evolved from the rating system developed for individual-based CBT by Carroll and colleagues 20, 24 and refined by Morgenstern et al. 21 Like previous versions of the measure, the C-TIRS assesses CBT treatment elements; unlike other measures, it also includes items that assess treatment integrity for SOspecific and couple-specific treatment components, common therapeutic factors, and overall adherence to the ABCT protocol. The C-TIRS was developed initially for Women's I and preliminary data were presented by McCrady et al, 11 then modified for Women's II, and further refined for use in the current study.
The C-TIRS has 37 items with 2 ratings per item to reflect the quantity and quality of the delivery of each treatment element. Although ''quantity'' and ''adherence'' are often used interchangeably, for the present study, ''quantity'' was defined as the degree to which each treatment element was delivered, which is conceptually differ-ent from ''adherence''-for example, a therapist might spend considerable time delivering a treatment component (high quantity), but this might be contrary to what is prescribed by the treatment manual for that session (low adherence). Thus, low-quantity ratings did not necessarily reflect poor adherence; however, nonadherence was incorporated into quality ratings in conjunction with the overall skillfulness (ie, competence) of the delivery. Ratings were made on 5-point Likert-type scales (1 = ''not at all''/''poor'' quantity/ quality, 5 = ''extensively''/''excellent'' quantity/quality).
C-TIRS items were divided into 5 a priori-defined therapeutic domains, including CBT components (17 items), SO components (2 items), couple-specific components (7 items), common therapeutic factors ( Table S2 , http://links. lww.com/ADTT/A5 for full list). The general adherence item assessed the overall coverage of prescribed treatment components and overall skillfulness of delivering the session. The C-TIRS is freely available for download from http://casaa.unm.edu.
The present study rated first-treatment and mid-treatment sessions, which were selected due to the similarity in the content covered in these sessions across the 4 parent studies and because recordings of these sessions were consistently available across studies. In all studies, first-session material included rapport building, presentation of rationale, skill training, assigning homework, rationale for partner involvement in treatment, and partner skill training (eg, partner selfrecording); some studies also included agenda setting, motivational enhancement, and anticipating high-risk situations. In all studies, mid-treatment session material included assessment of drinking and relationship satisfaction, review of homework, presentation of rationale, skill training, assigning homework, partner skill training, reciprocity enhancement, and communication enhancement; some studies also included agenda setting, functional analysis, developing alternative behaviors to drinking, relapse prevention, and anticipating high-risk situations. More detailed descriptions of session content by study are provided in the Supplemental Digital Content (Table  S2 , http://links.lww.com/ADTT/A5). All studies specified that therapists should address the couple's relationship, involve both partners, and adhere to common factors and to the general structure of the treatment manual in every session.
Coders
Seven coders were chosen from a psychology doctoral program based on their interest in and familiarity with alcohol-use disorder treatment and couples therapy. Six coders were in a clinical psychology program and 1 was in an evolutionary psychology program. Five coders were female and 4 had master's degrees at the time of coding.
Training included intensive 1week training, a 1.5-day workshop with an expert coder (last author), review of the C-TIRS and parent study manuals, and group and individual practice with discussion. After 5 months of training, coders were determined to have achieved an adequate level of proficiency based on the requirement that interrater reliability ICCs for the quantity items of the full C-TIRS exceed 0.60. During the training period, it became apparent that it was difficult to obtain adequate interrater reliability for quality ratings. We worked to improve the precision of the quality rating definitions, but ICCs for quality items remained low and therefore were not considered when certifying coder proficiency. Reliabilities for subscales were not used for determining coder proficiency. Coders continued to attend weekly meetings throughout the study to reduce coder drift.
Coding Procedures
First-treatment and mid-treatment session audiotapes were digitized, transcribed, and randomly allocated to single coders. A random subset of 33 sessions (11.6% of total) was blindly assigned to be rated by all coders to assess interrater reliability. This subset size was similar to those used in similar work. 19, 20 Relative to the full sample, this subsample had a proportionate number of first-session and mid-treatment sessions and a proportionate number of sessions from each of the 4 parent studies.
Coders reviewed relevant sections of treatment manuals before and during the rating process to be reminded of the manual-specified treatment components, which in turn informed item ratings. Coders listened to sessions in their entirety while taking notes; final ratings were made only after listening to the entire session.
Analytic Plan
The analyses used here were similar to those of previous treatment integrity studies. 19 consistency ICCs, which estimate the consistency in coder ratings and provide conservative estimates of agreement (eg, correcting for chance agreement 34 ). ICCs were interpreted using the rules of thumb put forward by Cicchetti, 25 with ICCs indicating poor (<0.40), fair (0.41 to 0.60), good (0.61 to 0.75), or excellent (>0.75) interrater reliability. Internal consistency was examined using Cronbach a for the 4 scales with multiple items. Pearson correlations among the C-TIRS scales were used to assess convergent and discriminant validity.
RESULTS
Reliability analyses focused on coders' ability to distinctively rate different C-TIRS items within each session produced mean ICC values of 0.64 (range across sessions = 0.44 to 0.78) for quantity items and 0.41 (range across sessions = 0.06 to 0.64) for quality items. This indicates that, on average, coders had fair to good agreement in the patterns of quantity ratings and poor to fair agreement for quality items.
Descriptive statistics for C-TIRS scales are provided in Table 2 ; interrater reliability estimates are presented in Table 3 . Interrater reliabilities for scale ratings were variable (Table 3) , with ICCs for quantity scales ranging from 0.28 to 0.72, indicating a mix of poor (common factors), fair (SO components, couple components, overall adherence), and good reliability (CBT components). ICCs for the quality scales were lower, ranging from 0.17 to 0.46, indicating poor (SO components, couple components) and fair reliability (CBT components, common factors, overall adherence); however, many reliability estimates were near the upper or lower bounds of the interpretive categories offered by Cicchetti, 25 and these interpretations should be interpreted as rules of thumb. Overall, these results suggest a variable degree of measurement error in coder ratings.
Cronbach a's indicated that internal reliability was acceptable for quantity scales: 0.74 (CBT components), 0.74 (SO components), 0.74 (couple components), Quality and quantity ratings within similar ABCT domains were highly correlated with each other: r's = 0.81 (CBT components), 0.80 (SO components), 0.54 (couple components), 0.86 (common factors), and 0.75 (overall adherence), all P's<0.001, indicating that high-quantity ratings usually cooccurred with high-quality ratings in similar domains. Correlations between different scales are presented in Table 4 . All correlations in Table 4 were positive and significant (P<0.001) except the correlation between couple component quantity and overall adherence quantity (P = 0.93).
ADDICTIVE DISORDERS & THEIR TREATMENT
DISCUSSION
The present study developed and tested the C-TIRS, a behavioral coding measure of treatment integrity for ABCT. The results indicated several areas of strength in the C-TIRS as well as several weaknesses of the instrument.
Interrater reliability focused on distinguishability between items, which was fair to good for quantity ratings and poor to fair for quality ratings. These findings suggest that C-TIRS items likely were distinct enough to reliably capture some of the differences in the degree to which therapists delivered the elements of ABCT but not the quality with which they provided elements of treatment. At the scale level, measurement error was highly variable and often quite prominent. Using Cicchetti's classification system for ICCs, reliability was good for the CBT-components quantity scale, fair for the SO-components, couple-components, and overall adherence quantity scales, and poor for the common factors quantity scale. Reliability was fair on 3 of the quality subscales (CBT components, common factors, overall adherence) but poor on 2 others (SO components and couple components), despite internal consistency being adequate for all quality and quantity scales.
Correlations among the C-TIRS scales provide some evidence of convergent and discriminant validity of the C-TIRS; however, these should be interpreted with caution for scales with poor reliability. Quantity scales were highly correlated with quality scales that measured the same construct, and likewise, correlations between different scales were typically positive and medium or large (eg, up to r = 0.75). Although these correlations were often high, they are consistent with other treatment integrity studies. 19 Several interpretations are possible based on these high correlations. For example, it is possible that items may have measured similar content, that coders had difficulty distinguishing quantity from quality or had difficulty distinguishing between different scales, or that the degree of quality and quantity of delivery of ABCT components tends to be related. The nonsignificant correlation between quantity of couple-specific treatment components and quantity of overall adherence was unexpected given that coders were instructed to include couple therapy elements in their ratings of overall adherence. It is possible that coders instead gave greater weight to therapists' delivery of other components and had difficulty incorporating couple therapy elements into their ratings of overall adherence.
Mean-quantity ratings were typically within the low to middle range of the full possible range of scale scores. It should be noted that this does not necessarily reflect poor adherence, but Note that values are 2-way, single-measures, consistency intraclass correlations.
CBT indicates cognitive-behavioral treatment; C-TIRS, Treatment Integrity Rating System-Couples Version; SO, significant others. rather, reflects the fact that many of the specific items within a particular scale were often absent during sessions (ie, low quantity) because not every ABCT component was always prescribed or delivered in each session. Quantity ratings in this range are also consistent with other treatment integrity studies of well-controlled clinical trials. 20, 35 For quality ratings, mean values tended to be near the mid-range of the scales, which is consistent with an average treatment quality that would be described as acceptable for a clinician who was well trained in delivering ABCT.
Sources of Unreliability and Measurement Error
Overall, reliability data on the C-TIRS were similar to data reported by Carroll et al 20 in the first iteration of their CBT treatment integrity rating system. We would expect that later refinements of the C-TIRS also will show improved reliability. Nonetheless, our experiences with the C-TIRS suggested several potential sources of unreliability that are briefly discussed here.
First, many C-TIRS items measured multidimensional or nonspecific treatment elements. For example, SO quality ratings consisted of only 2 items assessing therapists' incorporation of SOs into the content and process of the session. These items may be easier to measure if they were more specificfor example, assessing SO involvement in each of the specific content and process domains in the treatment. This complication was evidenced anecdotally during ongoing coder meetings, and could be tested empirically in future work by modifying the scale content.
The C-TIRS also did not initially include behaviorally specific anchors for each rating, (eg, a list of the required clinician behaviors for being rated at each scale level for each item). Over the 3-year coding period of the present study, we maintained a growing list of behavioral anchors in attempt to improve interrater reliability for future work.
Another measurement difficulty arose due to the present sample being restricted to clinical-trial therapists who were well trained and supervised in delivering ABCT. This likely restricted the overall range of therapist behaviors (ie, few sessions with very poor ratings), which limited the amount of ''signal'' that could be detected. This restricted range may have attenuated reliability and also prevented further validity testing (eg, comparing ratings for ABCT vs. non-ABCT sessions).
In addition, coders were graduate students with minimal couple therapy experience. Although they received extensive training in ABCT concepts and the C-TIRS, it is possible that more experience in ABCT, or couple therapy more generally, would have led to greater agreement among coders.
Clinical Implications
Although the present study yielded mixed findings about the reliability of the C-TIRS, it offers potential insights for clinical practice. First, we view this study as a stepping stone for developing a clinical tool that is reliable, valid, and able to be used on a broad scale for assessing treatment integrity in ABCT. For example, an improved C-TIRS could provide useful information for supervisors in clinical practice settings about how well clinicians are delivering ABCT, which could facilitate clinical training and improve supervision of the treatment of couples. It should be noted, however, that the current version of the C-TIRS does not include cut-offs for categorizing individual therapists as proficient versus nonproficient in their delivery of ABCT, suggesting that C-TIRS scores should not be used to decide whether a therapist is ''competent'' in delivering ABCT.
In its present form, the C-TIRS scales and items could serve as a content guide for clinicians who deliver or supervise ABCT. The C-TIRS domains and items were developed by experts in ABCT and are designed to capture the ingredients in ABCT that are thought to facilitate successful treatment outcomes. The scale could serve as a checklist for the components of ABCT that should be considered when planning, conducting, or reviewing ABCT treatment sessions. The C-TIRS also could be used as a guide for training clinicians in ABCT by providing a comprehensive listing of the elements of the treatment and helping clinicians to better understand the multifaceted nature of ABCT.
Treatment integrity ratings could supplement other forms of information about therapists' delivery of ABCT, such as clinician self-reports. However, treatment integrity ratings should be viewed in context with couples' unique presentations (eg, highly volatile couples or IPs who continue to drink throughout the course of treatment may require deviations from typical treatment protocols). In general, the information obtained through ratings of treatment integrity could provide relatively objective measures of treatment process that could be used in conjunction with other contextual and clinically relevant data.
On the basis of our experience with the present study, we caution clinicians and clinical supervisors to anticipate the challenges of properly and reliably assessing treatment integrity. This suggests that in the future, frontline providers might benefit from alternative methods to assess treatment integrity more pragmatically, accurately, and efficiently, 36 which is consistent with the strategic plans of the Institute of Medicine 37 and the National Institute of Mental Health. 38 Future measure development may attempt to ''slim down'' some of the scales and items that performed well in the present study, while reformulating others that performed less well. Although the coders in the present study were highly trained and had an extensive period of time to code the study tapes, resources to train and code tapes are limited in many clinical settings, which may make reliable and valid coding even more difficult and reduce reliability further in those contexts. Alternatively, recent advances in computer-automated coding suggest that that efficient and accurate treatment integrity coding could eventually be achievable on a wide scale through machine learning tools 39, 40 that could be applied to the C-TIRS. This work in frontline settings has not yet been tested, and a computer-automated coding system for ABCT would still require a psychometrically sound coding system that can be used reliably by trained coders. 39 
Limitations and Strengths
The present study has several limitations worth noting. During the training period, we were unable to achieve criterion reliability for quality ratings and instead only required a criterion level of reliability for quantity ratings to begin coding study tapes. The difficulty with obtaining adequate quality ratings has not been reported in previous research 21 but was found both in the present study and with previous informal use of the C-TIRS. Given that the treatment integrity ratings were being used in the context of a larger study of mechanisms of behavior change in ABCT, the necessity to complete the goals of the larger study led to the decision to use C-TIRS quantity ratings alone for the main study.
The therapists rated in the present study received extensive training in ABCT and were instructed to follow specific ABCT protocols, potentially restricting the range of observed behaviors and reducing the generalizability of the results to community treatment providers. Generalizability is further reduced by the use of only first-treatment and mid-treatment sessions, which were the only sessions consistently recorded and covering similar content across the parent studies. Thus, results should be interpreted with the caveat that therapist behaviors may have been different during sessions not captured in the present study.
The sample was predominantly white, which may seriously limit the validity of the results for other groups. For example, research on communication in different racial and ethnic groups has shown some differences between non-Hispanic whites and other diverse groups. While expressed emotion, or expressions of overinvolvement (smothering), criticism, or hostility vary from individual to individual; these expressions also vary cross-culturally. 41 Moreover, the phenomenon of familialexpressed emotion predicts different outcomes depending on the ethnicity of individuals; higher expressed emotion has been linked with poorer outcomes in non-Hispanic whites but not in Hispanic individuals in schizophrenia treatment. 42, 43 At present, there is a dearth of literature on minority couples in treatment. Future study should explore these potential differences. In addition, the use of audiotapes precluded the ability to account for nonverbal behaviors, which have been associated with perceived treatment credibility and therapeutic alliance. 43 Finally, the lack of a comparison group prevented us from validating that the measure could distinctively identify ABCT compared with other forms of treatment.
The present study also has many strengths. Most significantly, the present study examined specific therapist behaviors during ABCT using a coding method that has not been examined in detail in previous literature. The coding instrument was developed from an individualbased treatment integrity instrument used in a well-known clinical trial of alcohol treatments, and to our awareness, is the first treatment integrity rating system for couple-based alcohol treatment. Coders received rigorous training in the conceptual model of ABCT and in the use of the C-TIRS. Participants were combined from 4 treatment studies, allowing for a larger sample compared with many other ABCT studies. The sample also included many female IPs, who are often understudied in the alcohol treatment literature. The findings of fair to good reliability for 3 of the C-TIRS quantity scales suggest the potential for the measure to be improved and used in future research and training.
Summary and Future Directions
This study is the first to report on the development and psychometric properties of a treatment integrity measure designed specifically for ABCT, a well-validated and empirically supported treatment for alcohol-use disorder. 12 As a first study of a new treatment integrity rating system, results were similar to other such studies. 20 Further refinements to the C-TIRS will, hopefully, improve the reliability of the measure. We hope that researchers and clinicians can learn from both our successes and challenges and continue working toward developing improved treatment integrity measures that will enhance both clinical training and empirical research on ABCT.
